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F0000
This visit was for a Recertification and F0000 The creation and submission of
State Licensure Survey. this Plan of Correction does not
constitute an admission by this
Survey dates: February 18, 19, 20, ?orft:?: :hoef :tna{:rzgilf z;on set
21, and 22, 2013 deficiencies, or of any violation of
regulation.  This provider
Facility number: 000072 respectfully requests that the
Provider number: 155152 2567 Plan of Correction be
considered the Letter of Credible
AIM number: 100287440 Allegation and requests a Desk
Review in lieu of a post survey
Survey team: revisit on or after March 24, 2013
Lara Richards, RN, TC
Brenda Buroker, RN
Amber Bloss, Medical Surveyor
William "Chris" Greeney, Medical
Surveyor
Janelyn Kulik, RN
(2/22/13)
Census bed type:
SNF/NF: 92
Residential: 9
Total: 101
Census payor type:
Medicare: 16
Medicaid: 58
Other: 27
Total: 101
These deficiencies reflect state
findings cited in accordance with 410
IAC 16.2.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Quality review completed on March 1,
2013, by Janelyn Kulik, RN.
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F0272
SS=E

483.20(b)(1)

COMPREHENSIVE ASSESSMENTS
The facility must conduct initially and
periodically a comprehensive, accurate,
standardized reproducible assessment of
each resident's functional capacity.

A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAI)
specified by the State. The assessment
must include at least the following:
Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and behavior patterns;
Psychosocial well-being;

Physical functioning and structural
problems;

Continence;

Disease diagnosis and health conditions;
Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medications;

Special treatments and procedures;
Discharge potential;

Documentation of summary information
regarding the additional assessment
performed on the care areas triggered by
the completion of the Minimum Data Set
(MDS); and

Documentation of participation in
assessment.

Based on observation, interview and
record review, the facility failed to
ensure residents were thoroughly
assessed for the use of psychoactive
drugs for 4 of 10 residents reviewed

F0272

F 272 Comprehensive Assessment

It is the practice of this provider to

03/24/2013

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

2XHN11 Facility ID: Q00072 If continuation sheet

Page 3 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155152 L WING 02/22/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1120 N MAIN ST
MONTICELLO ASSISTED LIVING AND HEALTHCARE MONTICELLO, IN 47960
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 1D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
for unnecessary medication use. ensure that residents are thoroughly
. d for th f psychoacti
(Residents #87, #61, #65, and #131) drage, e oI peYEhoREe
Findings include:
. . . What corrective action(s) will
1. Observation and interview of - (s)
. ) be accomplished for those
.Re.8|dent #87 on_2/18/13 at2:00 p.m., residents found to have been
indicated the resident was alert to affected by the deficient
person, place and time. The resident practice?
responded appropriately to several
questions and provided good insight
to answers. Residents #87, #61 and
#65 have been thoroughly
The resident's record was reviewed assessed for the use of
on 2/20/13 at 11:00 a.m., and psychoactive drugs.
indicated the resident was admitted to .
the facility in July 2012. with th Resident #131 no longer
_e acility '_n u y_ » WI ) e_ resides in the facility.
diagnoses including, but not limited
to, dementia with behavioral The consultant pharmacist
disturbance, dementia with delusions, reviewed Residents #37, #61, #65, and
. . #130 medications to ensure that they
depression and anxiety. The are free from unnecessary drugs,
physician orders, indicated the making recommendations as needed.
res!dent rece_zlved Rlspgrdal (an Residents #87. #61. #65, and
ant"pSyCh0t|C medlcatlon) 0.25 #130 medication regimens are
mi”igrams (mg) in the morning’ reviewed routinely for a gradual dose
Ri dal 0.25 in th . d reduction as required per state
isperdal 0.25 mg in the evening an regulation.
Lexapro (an antidepressant) 10 mg
every day.
. - H ill i ify oth
The Admission Minimum Data Set ow wit you ',de"t' y other .
MDS t dated 8/1/12 residents having the potential
_( ) ) assesslmen ’ a e ' to be affected by the same
indicated a Brief Interview for Mental deficient practice and what
Status (BIMS) of 13 of 15, indicating corrective action will be taken?
minimal cognitive deficit. The MDS
indicated the resident had no
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 2XHN11 Facility ID: 000072 If continuation sheet Page 4 of 77
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behavior or mood problems and
received antipsychotic drugs and an All residents who receive a
i psychoactive drug have the potential to
antldepressant seven days a week. be affected by the alleged deficient
practice.
The 10/27/12 and 1/18/13, Quarterly A - ”
o consultant pharmacis
MDS assessments, indicated a BIMS reviews each resident’s medication
of 15 of 15 (no cognitive deficit) and regimen routinely but no less than
. monthly to ensure that they are free
no behgworal or mOOd problems. from unnecessary drugs, making
The resident continued to receive recommendations as needed.
antipsychotic drugs and an
antidepressant seven days a week. Before any resident receives a
new order for a psychoactive drug they
will be thoroughly assessed by the
On 2/22/13 at 11:00 a.m., the physician for the use of the medication.
Executive Director was informed of Social Services and the
the concerns regarding the continued Interdisciplinary team will review
use of the psychoactive drugs and Esycg(;activefmgdicationtus: \1vithin the
iy . . irst 5 days of admission to determine
requested any additional information past and present behaviors/moods
available. exhibited, and appropriate diagnosis
and indication for use.
Interv.lew on 2/22/11.% at 11 :39 a.m., A comprehensive care plan wil
the Director of Nursing was informed be created for assessment and tracking
of the lack of a thorough assessment of the medication.
regarding the use of the psychcl)actlve Social Services will audit the
drugs and requested any additional Gradual Dose Reduction tracker on a
information available. routine basis.
i Social Services will review care
On 2/22/13 at 1:30 p.m., the Social plans for residents using psychoactive
Service Director provided behavior medica(;ior: for con’iinued indication for
. use an acement.
flow sheets which were blank as well P
as the Section D of the MDS for Social Service is
mood. No other information was responsible to review resident
provided to indicate the resident Ibeha‘{'or? I‘(V'th th_;_a X
received a thorough assessment for C:t:;‘ifﬁ:ig;g Miang‘a?tlt:r;ay
the use of the psychoactive (excluding holidays). The
medications. resident’s plan of care is reviewed
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155152

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

MONTICELLO ASSISTED LIVING AND HEALTHCARE

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

1120 N MAIN ST
MONTICELLO, IN 47960

X3) DATE SURVEY

00 COMPLETED

02/22/2013

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

and revised, as needed.
Significant resident behaviors are
reported to the nurse
manager-on-call on the
weekends and holidays, as
needed, to ensure resident needs
are met.

The Charge Nurse is
responsible to follow-up on
consultation orders as needed.

The Interdisciplinary Team
reviews Physician Orders and the 24
Hour Report, to ensure pertinent orders
are referred to the appropriate
departments. The orders from the
weekend are reviewed on the next
business day. The manager on duty is
notified by the charge nurse of pertinent
information on the weekends and
holidays, as needed.

What measures will be put into
place or what systemic
changes you will make to
ensure that the deficient
practice does not recur?

The interdisciplinary team was
re-educated on Psychotropic Medication
use on 3/8/13 by the Social Service
Consultant.

The nurse staff was re-educated
on Psychotropic medication use by
March 24, 2013 by Social Services.

Before any resident receives a
new order for a psychoactive drug they
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will be thoroughly assessed by the
physician for the use of the medication.

Social Services and the
Interdisciplinary team will review
psychoactive medication use within the
first 5 days of admission to determine
past and present behaviors/moods
exhibited, and appropriate diagnosis
and indication for use.

A comprehensive care plan will
be created for assessment and tracking
of the medication.

Social Services will audit the
Gradual Dose Reduction tracker on a
routine basis.

Social Services will review
care plans for residents using
psychoactive medication for
continued indication for use and
placement.

Social Service is
responsible to review resident
behaviors with the
Interdisciplinary Team at the
clinical meeting Monday-Friday
(excluding holidays). The
resident’s plan of care is reviewed
and revised, as needed.
Significant resident behaviors are
reported to the nurse
manager-on-call on the
weekends and holidays, as
needed, to ensure resident needs
are met.

The Charge Nurse is
responsible to follow-up on
consultation orders as needed.
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The Interdisciplinary Team
reviews Physician Orders and the 24
Hour Report, to ensure pertinent orders
are referred to the appropriate
departments. The orders from the
weekend are reviewed on the next
business day. The manager on duty is
notified by the charge nurse of pertinent
information on the weekends and
holidays, as needed.

The Social Service Director
or designee will ensure
implementation or compliance by
March 25, 2013.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.

How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place?

The CQI tools titled
“Psychoactive Management" and
Behavior Management” will be
utilized by the Interdisciplinary
team weekly times four, monthly
times three and quarterly
thereafter for at least six months
to ensure compliance with privacy
practices.

The CQI committee
reviews the audits monthly and

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: 2XHN11

Facility ID: 000072 If continuation sheet

Page 8 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILDING 00 COMPLETED
155152 L WING 02/22/2013
NAME OF PROVIDER OR SUPPLIER Sm CODE
1120 N MAIN ST
MONTICELLO ASSISTED LIVING AND HEALTHCARE MONTICELLO, IN 47960
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULD BT o COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
action plans are developed as a
threshold of 95% is not met to
ensure continual compliance.
The Director of Nursing
Services and the Social Service
Director or their designee is
responsible to monitor for
compliance.
Compliance Date: March 24,
2013
2. The record for Resident #65 was
reviewed on 2/20/13 at 10:51 a.m.
The Significant change Minimum
Data Set (MDS) assessment dated
1/16/13, indicated the resident had a
Brief Interview of Mental Status
(BIMS) score of 3/15, indicating
cognitive impairment. The MDS also
indicated the resident had the
psychiatric diagnoses of anxiety,
depression, and psychotic disorder
(other than schizophrenia).
A Physician's order dated 11/12/12,
indicated the resident was to receive
Ativan (an anti-anxiety medication)
0.5 milligrams (mg) to be
administered on an as-needed basis.
A Physician's order dated 11/21/12,
indicated the resident was to receive
Seroquel (an anti-psychotic
medication) 50 mg at bedtime and 25
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 2XHN11 Facility ID: 000072 If continuation sheet Page 9of 77
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mg in the morning.

Interview with the Social Services
Director on 2/22/13 at 8:55 a.m.,
indicated the Ativan was used to treat
anxiety and the Seroquel was an
anti-depressant medication.

Resident #65's February 2013
Medication Administration Record
(MAR) listed diagnoses, which
included, but were not limited to,
Alzheimer's, Parkinson's, Depression,
Adjustment Disorder, Worsening of
Alzheimer's, Behaviors with
Delusions, Insomnia, anxiety.

Further interview with the Social
Service Director indicated the facility
had just began a new system in the
past month in reassessing for the
need of medications as behavioral
interventions. The Social Service
Director presented Behavior Flow
sheets and indicated monthly review
meetings were starting, but there was
no evidence that there had been
ongoing reassessment of the
resident's use of psychoactive
medications.

3. Observation on 2/18/13 at 12:20
p.m., during the lunch meal, staff
were unable to get Resident #61 to
open his eyes while sitting at the
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lunch table. The resident had been
observed sitting with his eyes closed
in the late morning prior to lunch while
other residents were involved in
activities. Observations on 2/19 at
11:00 a.m. and 2/20/13 at 2:45 p.m.,
found the resident in the dayroom
sitting in a chair with his eyes closed.

Review of Resident #61's record on
2/20/13 at 10:59 a.m., indicated a
Quarterly Minimum Data Set (MDS)
assessment dated 11/13/12. The
MDS indicated the resident had the
diagnoses of Alzheimer's dementia,
depression, psychotic disorder other
than schizophrenia. The staff
assessment of mood section,
indicated the resident had trouble
falling asleep or sleeping too much.

Review of the February 2013
Medication Administration Record
(MAR), indicated the resident's
diagnoses, included but were not
limited to, Alzheimer's with tremors,
hypertension, chronic constipation,
meningeoma, insomnia, dementia
with agitation, and depression. The
MAR, indicated the resident was
receiving Melatonin (an herbal
supplement for sleep) 5 milligrams
(mg) daily at bedtime. Interview with
the Social Service Director on 2/22/13
at 8:55 a.m., indicated the Melatonin
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day.

had just began

Service Directo

medication.

was used to treat insomnia.

The resident's care plan updated on
1/31/13, indicated the following
interventions for Insomnia; pain
management, reposition, and
encourage resident to be awake in

Further interview with the Social
Service Director, indicated the facility

a new system in the

past month in reassessing for the
need of medications. The Social

r presented Behavior

Flow sheets and indicated monthly
review meetings were starting, but
there was no evidence there had
been ongoing reassessment of the
resident's use of Melatonin. The
Social Service Director indicated the
resident "had no insomnia last month
or this month." The Social Service
Director indicated no meeting with the
physician had yet occurred to
reassess the resident's need for the

4. The record for Resident #131 was
reviewed on 2/22/13 at 3:27 p.m. The
Minimum Data Set (MDS)
assessment dated 12/18/12, indicated
the resident was diagnosed with "mild
depression" with no behaviors and
had a BIMS (Brief Interview for
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Mental Status) score of 13/15,
indicating he was cognitively intact.
Review of the February 2013
Physician orders summary (POS),
indicated diagnoses including, but not
limited to, Chronic Obstructive
Pulmonary Disease, Ataxia, Bladder
Cancer, Dementia, Altered Mental
state, Falls, acute renal Failure,
Epilepsy, Dementia with Delusions,
Anxiety, Mild Encephalopathy and
Insomnia. The POS indicated the
resident was prescribed Trazadone
(an anti-depressant) 50 milligrams
(mg) 1 hour before bedtime,
Namenda (a medication to treat
Alzheimer's) 5 mg twice daily,
Diazepam (an anti-anxiety
medication) 5 mg twice daily, and
Paroxetine (an antidepressant
medication) 20 mg in the morning and
10 mg in the evening.

A 2/15/13 Physician's progress note,
indicated the resident had also been
receiving Remeron (an
anti-depressant) but it was
discontinued because the resident
"states that he feels too sedated
(since starting Remeron)."

Review of the resident's 1/22/13 Care
Plan, indicated the resident was
admitted on 12/18/12. The resident's
Care Plan included interventions for
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February 2013

3.1-31(a)

"the behavior of delusions of money
taken and verbal aggression to staff"
which were initiated on 1/8/13.
However, the January 2013 and

Behavior Tracking

Flow Sheets, indicated those
behaviors had not been exhibited
since the care plan was initiated.
There was no indication in the
resident's record indicating an
assessment had been completed to
determine a need for the medications.

Interview with the Social Service
Director on 2/22/13 at 8:55 a.m.,
indicated she would need to find out
why the resident was on medications
used to treat depression.
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SS=A

483.20(9) - (j)

ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED
The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or
coordinate each assessment with the
appropriate participation of health
professionals.

A registered nurse must sign and certify that
the assessment is completed.

Each individual who completes a portion of
the assessment must sign and certify the
accuracy of that portion of the assessment.

Under Medicare and Medicaid, an individual
who willfully and knowingly certifies a
material and false statement in a resident
assessment is subject to a civil money
penalty of not more than $1,000 for each
assessment; or an individual who willfully
and knowingly causes another individual to
certify a material and false statement in a
resident assessment is subject to a civil
money penalty of not more than $5,000 for
each assessment.

Clinical disagreement does not constitute a
material and false statement.

Based on interview and record
review, the facility failed to accurately
assess a resident's dental status for 1
of 3 residents reviewed for dental
care out of the 7 who met the criteria
for dental services. (Resident #76)

Findings include:

F0278

F278 Assessment
Accuracy/Coordination/Certified

It is the practice of this provider to
accurately assess residents'
dental status on the MDS.

03/24/2013
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Interview with Resident #76's family What , i i
. . at corrective actuion(s
on 2/19/13 at 1:04 p.m., indicated the tive action(s) wi
. . be accomplished for those
resident was not 'gettlng .her dentures residents found to have been
soaked on a routine basis. affected by the deficient
practice?
On 2/21/13 at 8:44 a.m., record
review indicated Resident #76's
qlagnoses, |ncI.u_ded, but Wer_e not Resident #76's MDS has been
limited to, arthl’ltlS, hypertenSIon, modified to reflect her dental status.
osteoporosis, dementia, and
depression. Review of the Initial MDS
(Minimum Data Set_) assessment. How will you identify other
dated 10/25/12, |nd|c§ted the resident residents having the potential
was assessed as having all her to be affected by the same
natural teeth. deficient practice and what
corrective action will be taken?
Interview with LPN #4 on 2/22/13 at
11:12 a.m., indicated she was unsure
of the resident's dental status. The All residents have the potential
LPN located the resident's Admission to be affected by the alleged deficient
note dated 10/19/12, which indicated practice.
the resident had upper and lower All residents' MDSs were
dentures. reviewed to ensure their correct dental
status was reflected.
Interview with the MDS Coordinator
on 2/22/13 at 1:36 p.m., indicated the
resident did have upper and lower What measures will be put into
dentures. The MDS Coordinator place or what systemic
indicated the resident had been changes you will make to
. " d havi h ensure that the deficient
incorrectly assesse a.s_ aving her practice does not recur?
natural teeth on her Initial MDS
assessment.
3.1-31 (C)(9) Dental status is reviewed on all
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admission, comprehensive, and
significant change MDSs.

The MDS coordinator and
assistant received re-education on
reviewing dental status on the MDS by
the Executive Director by March 24,
2013.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.

How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place?

The CQI tool
“Assessments (Admission,
Quarterly, Significant Change)”
will be utilized by the
Interdisciplinary team weekly
times four, monthly times three
and quarterly thereafter for at
least six months to ensure
compliance with obtaining and
documenting radiology results.

The CQI committee
reviews the audits monthly and
action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education or

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: 2XHN11

Facility ID: 000072 If continuation sheet

Page 17 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

X1) PROVIDER/SUPPLIER/CLIA

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155152 L WING 02/22/2013
———————————————————————————————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1120 N MAIN ST
MONTICELLO ASSISTED LIVING AND HEALTHCARE MONTICELLO, IN 47960
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
disciplinary action.
The Director of Nursing
Services or her designee is
responsible to monitor for
compliance.
Compliance Date: March
24,2013
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F0279
SS=D

483.20(d), 483.20(k)(1)

DEVELOP COMPREHENSIVE CARE
PLANS

A facility must use the results of the
assessment to develop, review and revise
the resident's comprehensive plan of care.

The facility must develop a comprehensive
care plan for each resident that includes
measurable objectives and timetables to
meet a resident's medical, nursing, and
mental and psychosocial needs that are
identified in the comprehensive assessment.

The care plan must describe the services
that are to be furnished to attain or maintain
the resident's highest practicable physical,
mental, and psychosocial well-being as
required under §483.25; and any services
that would otherwise be required under
§483.25 but are not provided due to the
resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(b)(4).

Based on observation, record review,
and interview, the facility failed to
ensure a care plan related to
depression was initiated for 2 of 10
residents reviewed for unnecessary
medications. (Residents #65 and

#131)
Findings include:

1. The record for Resident #65 was
reviewed on 2/20/13 at 10:51 a.m.
The Significant change Minimum
Data Set (MDS) assessment dated
1/16/13, indicated the resident had a

F0279

F279 Comprehensive Care Plans

It is the practice of this provider to
ensure that a care plan related to
depression is initiated when a
resident has that diagnosis.

What corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient
practice?

03/24/2013
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Brief Interview of Mental Status
(BIMS) score of 3/15, indicating
cognitive impairment. The MDS also
|nd|cafced.the. resident had thg A comprehensive care plan
psychiatric diagnoses of anxiety, for Resident #65's has been
depression, and psychotic disorder initiated related to her diagnosis
(other than schizophrenia). of depression.
L Resident # 131 no longer
A Physician's order dated 11/12/12, resides in our facility.
indicated the resident was to receive
Ativan (an anti-anxiety medication)
0.5 milligrams (mg) to be
administered on an as-needed basis.
A Physician's order dated 11/21/12, How will you identify other
indicated the resident was to receive residents having the potential
Seroquel (an anti-psychotic to be affected by the same
medication) 50 mg at bedtime and 25 deficient practice and what
. . corrective action will be taken?
mg in the morning.
Interview with the Social Services
Director on 2/22/13 at 8:55 a.m., Residents with a diagnosis
indicated the Ativan was used to treat of depression have the potential
anxiety and the Seroquel was an to be affected by the alleged
) y q i deficient practice.
anti-depressant medication.
Social Services will review
Review of the resident's 1/21/13 Care all residents with a diagnosis of
Plan, indicated there were no depression to ensure they have
int fi f t f an appropriate corresponding
In erven.lons or symptoms o comprehensive care plan.
depression.
Social Services and the
Further interview with the Social Interdisciplinary team will review
i i L " psychoactive medication use within the
Service Director, indicated, "We do first 5 days of admission to determine
not do tracking for depression. We do pa;tbami Pfezent behavi?rscjmoods
. . ' exhibited, and appropriate diagnosis
a Care Plan for it. We look in Nurses and indication for use.
notes and watch for new and
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Worsening behavior." Social Services will review each
resident's PHQ9 score, psychoactive
) medication use and recent progress
2. The record for Resident #131 was notes during the MDS assessment
reviewed on 2/22/13 at 3:27 p.m. The period.
Minimum Data Set (MDS) . Social Service is
assessment dated 12/1 8/1 2, indicated responsib|e to review resident
the resident was diagnosed with "mild behaviors with the
depression" with no behaviors and Interdisciplinary Team at the
had a BIMS (Brief Interview for clinical meeting Monday-Friday
(excluding holidays). The
Me_ntal‘ Status) score Of ?]3/1 5_’ resident’s plan of care is reviewed
indicating he was cognitively intact. and revised, as needed.
Significant resident behaviors are
Review of the February 2013 reported to the :l‘“rsi‘h
.. manager-on-call on the
_PhYSICIan qrders surTlmary. (POS), weekends and holidays, as
indicated diagnoses including, but not needed, to ensure resident needs
limited to, Chronic Obstructive are met.
Pulmonary Disease, Ataxia, Bladder .
Cancer, Dementia, Altered Mental The Charge Nurse is
state, Falls, acute renal Failure responsible to follow-up on
o ’ . ) K consultation orders as needed.
Epilepsy, Dementia with Delusions,
Anxiety, Mild Encephalopathy and The Interdisciplinary Team
insomnia. The POS indicated the e Pyl Orors v o2t
resident was prescribed Trazadone are referred to the appropriate
(an anti-depressant) 50 milligrams departments. The orders from the
. weekend are reviewed on the next
(mg) 1 hour before bedtime and busi .
. . usiness day. The manager on duty is
Paroxetine (an antidepressant notified by the charge nurse of pertinent
medication) 20 mg in the morning and information on the weekends and
10 mg in the evening holidays, as needed.
A 2/15/13 Physician's progress note,
indicated the resident had also been What measures will be put into
receiving Remeron (an place or what systemic
anti-depressant) but it was changes you will make to
. p . ensure that the deficient
discontinued because the resident practice does not recur?
"states that he feels too sedated
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(since starting Remeron)."
. . ' The Interdisciplinary Team was
Reweyv qf the reS|dent.s 1/22/13 Care re-educated on the importance of
Plan, indicated the resident was having a comprehensive care plan
admitted on 12/18/12. The resident's related to depression for those residents
. - . with a diagnosis of depression by the
Care Plan included interventions for Social Services consultant on 3/8/13.
"the behavior of delusions of money
taken and verbal aggression to staff" ] N“trsjs ret‘;e",’ed " .
. L re-educated on the importance o
WhI.Ch w'ere |n|t|ateFi on 1/8/1 3._ The having a comprehensive care
resident's record did not contain a plan related to depression for
Care Plan for depression. those residents with a diagnosis
of depression by Social Services
Interview with the Social Service by March 24, 2013.
.DII’('BCtOI‘ on 2/22/13 at 8:55 a.m., Social Services will review
indicated there was no care plan all residents with a diagnosis of
written for symptoms of depression depression to ensure they have
and she indicated she would need to an appropriate corresponding
find out why the resident was on comprehensive care plan.
medications used to treat depression. Social Services and the
Interdisciplinary team will review
3 1_35(3) psychoactive medication use within the
’ first 5 days of admission to determine
past and present behaviors/moods
exhibited, and appropriate diagnosis
and indication for use.
Social Services will review
each resident's PHQ9 score,
psychoactive medication use and
recent progress notes during the
MDS assessment period.
Social Service is
responsible to review resident
behaviors with the
Interdisciplinary Team at the
clinical meeting Monday-Friday
(excluding holidays). The
resident’s plan of care is reviewed
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and revised, as needed.
Significant resident behaviors are
reported to the nurse
manager-on-call on the
weekends and holidays, as
needed, to ensure resident needs
are met.

The Charge Nurse is
responsible to follow-up on
consultation orders as needed.

The Interdisciplinary Team
reviews Physician Orders and the 24
Hour Report, to ensure pertinent orders
are referred to the appropriate
departments. The orders from the
weekend are reviewed on the next
business day. The manager on duty is
notified by the charge nurse of pertinent
information on the weekends and
holidays, as needed.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.

How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place?

The CQI tool titled “SS
Care Plan” will be utilized by the
Interdisciplinary team weekly
times four, monthly times three
and quarterly thereafter for at
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least six months to ensure
compliance with assessment and
documentation procedures.

The CQI committee
reviews the audits monthly and
action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education and/or
disciplinary action.

The Director of Nursing
Services and the Social Service
Director or their designee is
responsible to monitor for
compliance.

Compliance Date: March 24,
2013
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F0312 483.25(a)(3)
SS=D ADL CARE PROVIDED FOR DEPENDENT
RESIDENTS
A resident who is unable to carry out
activities of daily living receives the
necessary services to maintain good
nutrition, grooming, and personal and oral
hygiene.
Based on interview and record F0312 03/24/2013
review, the facility failed to ensure F 312 ADL Care provided for
. Dependent Residents
oral care was provided on a regular
basis for 1 of 3 residents reviewed for
activities of daily living of the 7
residents who met the criteria for Itis the practice of this
activities of daily living. (Resident # provider to ensure that oral
76 care is provided for those
) residents needing assistance.
Findings include:
Interview with Resident #76's family :Vhat °°"e:f“:1’e :‘f:ti°t"h(s) will
on 2/19/13 at 1:04 p.m., indicated the ¢ accompiishec tor those
. . residents found to have been
resident was not 'gettlng .her dentures affected by the deficient
soaked on a routine basis. practice?
On 2/21/13 at 8:44 a.m., the record
for Resident #76 was reviewed. The Resident #76's den
R ' . . esiaen S dentures are
resident's dlagnoses mCIUded’ but cleaned on a regular basis as she will
were not limited to, arthritis, allow. Her aide assignment sheet and
osteoporosis, dementia, and :2;2:::“ care plan have been
depression.
Review of the Quarterly Minimum
Data Set (MDS) assessment dated H°‘f‘;w"t' y:“ '_de“tt:y °"t‘ert_ |
. . . resiaents havin e potentia
1/16/13, indicated the resident was to be affected bg the :ame
extensive onc.-:' person assistance for deficient practice and what
personal hygiene. corrective action will be taken?
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Interview with CNA #3 on 2/22/13 at
9:31 a.m., indicated she assisted the : . .
. . . Residents requiring assistance
resident in dental care by Settmg up with oral care have the potential to be
her toothbrush and helping her brush affected by the deficient practice.
her teeth as necessary. CNA #3 , _
L Rk . All aide assignment sheets were
indicated she believed the resident audited to ensure they have the correct
had all of her natural teeth. Review of dental information. They will be
. ool . .. i d and updated ded.
the daily ADL (activities of daily living) reviewed and tpdaled as heede
sheet used by the CNA's, indicated The DNS or her designee wil
denture care was not listed. conduct daily rounds to ensure the aide
Throughout the day on 2/22/1 3’ the as&gnment sheets are being followed
. regarding dental care.
resident refused to open her mouth
for an oral inspection. Health care plans have been
updated for those residents that refuse
i . oral care. They will be reviewed on a
On 2/22/13 at 11:12 a.m., interview quarterly basis and as needed.
with LPN #4, indicated the resident's
admission note dated 10/19/12, MDSs have been reviewed to
T . ensure the correct dental information is
indicated the resident had upper and recorded. They will be reviewed on a
lower dentures. quarterly basis and as needed.
During an interview on 2/22/13 at
1:36 p.m., the MDS Coordinator What measures will be put into
verified the resident did have upper place or what systemic
and lower dentures. The MDS changes you will make to
Coordinator indicated, the resident ensure that the deficient
i i ?
had been incorrectly assessed as practice does not recur?
having her natural teeth and did not
have a care plan for dentures.
Nursing staff will be re-educated
3.1-38(a)(3)(C) by March 24, 2013 by the
3.1 -38(b)(1 ) SDC/designee.
The DNS or her designee will
conduct daily rounds to ensure the aide
assignment sheets are being followed
regarding dental care.
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All aide assignment sheets were
audited to ensure they have the correct
dental information. They will be
reviewed on a daily basis.

Health care plans have been
updated for those residents that refuse
oral care. They will be reviewed on a
quarterly basis and as needed.

MDSs have been reviewed to
ensure the correct dental information is
recorded. They will be reviewed on a
quarterly basis and as needed.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.

How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place?

The CQI tool “Dental
Services” will be utilized by the
Interdisciplinary team weekly
times four, monthly times three
and quarterly thereafter for at
least six months to ensure
compliance with assessment and
documentation procedures for
physician orders.

The CQI committee
reviews the audits monthly and
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action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education and/or
disciplinary action.
The Director of Nursing
Services or her designee is
responsible to monitor for
compliance.
Compliance Date: March 24,
2013
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F0329
SS=E

483.25(1)

DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free
from unnecessary drugs. An unnecessary
drug is any drug when used in excessive
dose (including duplicate therapy); or for
excessive duration; or without adequate
monitoring; or without adequate indications
for its use; or in the presence of adverse
consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that
residents who have not used antipsychotic
drugs are not given these drugs unless
antipsychotic drug therapy is necessary to
treat a specific condition as diagnosed and
documented in the clinical record; and
residents who use antipsychotic drugs
receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue
these drugs.

Based on observation, interview and
record review, the facility failed to
ensure there were adequate
indications for the use of
psychoactive medications for 4
residents and the continued use of an
antifungal drug for 1 resident who
received an antifungal drug. This
affected 5 of 10 residents reviewed
for unnecessary medication use.
(Residents #87, #61, #65, #130 and

#131)

F0329

F329 Unnecessary Drugs

It is the practice of this
provider to ensure that there
are adequate indications for
the use of psychoactive
medications.

What corrective action(s) will
be accomplished for those
residents found to have been

03/24/2013
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Findings include: affected by the deficient
practice?
1. Observation and interview of
Resident #87 on 2/18/13 at 2:00 p.m.,
indicated the resident was alert to The physician orders for
person, place and time. The resident Leside?tﬁ #87(,’ #61, #65, and #130 are
responded appropriately to several eing foflowed.
queStionS and provided gOOd inSight Resident #131 no longer resides
to answers. in the facility.
. The consultant pharmacist
The record for Resident #87 was reviewed Residents #87, #61, #65, and
reviewed on 2/20/13 at 11:00 a.m. #130 medications to ensure that they
and indicated the resident was are free ffom unnecessary drugs,
. . . . making recommendations as needed.
admitted in July 2012 with diagnoses
including, but not limited to: dementia Residents #87, #61, #65, and
with behavioral disturbance, dementia #130 medication regimens are
. . . reviewed routinely for a gradual dose
with delusions, depression and reduction as required per state
anxiety. The physician orders regulation.
indicated the resident received
Risperdal (an anti-psychotic
the morning, Risperdal 0.25 mg in the residents having the potential
evening and Lexapro (an to be affected by the same
anti-depressant medication) 10 mg deficient practice and what
every day corrective action will be taken?
The Admission Minimum Data Set
(MDS) assessment, dated 8/1/12, Residents receiving
indicated a Brief Interview for Mental psychoactive medication have the
L . potential to be affected by the alleged
Status (BIMS) of 13/15, indicating deficient practice.
minimal cognitive deficit. The MDS
indicated the resident had no Before any resident receives a
. new order for a psychoactive drug they
behavior or mood prObIemS and will be thoroughly assessed by the
received antipsychotic drugs and an physician for the use of the medication.
antidepressant seven days a week.
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Social Services and the
Interdisciplinary team will review
The 10/27/12 and 1/_1 8/.1 3, Quarterly psychoactive medication use within the
MDS assessments, indicated a BIMS first 5 days of admission to determine
of 15/15 (no cognitive deficit) and no past and present behaviors/moods
. exhibited, and appropriate diagnosis
behavioral or mood problems. The and indication for use.
resident continued to receive
antipsychotic drugs seven days a A comprehensive care plan will
R be created for assessment and tracking
week and an antidepressant seven of the medication.
days a week.
Social Services will audit the
. . . . Gradual Dose Reduction tracker on a
Interview with the Social Service routine basis.
Director (SSD) on 2/20/13 at 2:27
p.m., indicated when the resident was Social Services will review care
. - . ' plans for residents using psychoactive
admitted to the faC|I|ty, the rGSId?nt S medication for continued indication for
husband was asked why the resident use and placement.
was receiving the drugs and he o
indicated it was due to delusions. The A consultant pharmacist reviews
L each resident’s medication regimen
SSD indicated the routinely but no less than monthly to
non-pharmacological interventions ensure that they are free from
Lo unnecessary drugs, making
were to encourage activities and the recommendations as needed.
resident's husband took her out for
short stays. The SSD reported the Residents receiving
facility used monthly flow sheets to psychoactive medication are
. . 's behavi reviewed routinely for a gradual
mon'ltor the resident's behaviors. dose reduction as required per
Review of the monthly flow sheets for state regulation.
December 2012, January 2013 and
February 2013, indicated the resident Social Service is
L . . responsible to review resident
had one incident of verbal distress in . .
behaviors with the
December 2012. Interdisciplinary Team at the
clinical meeting Monday-Friday
Record review indicated there were (excluding holidays). The
no clinical contraindications listed as resident’s plan of care is reviewed
to why the psychoactive drugs could and revised, as needed.
y psy g Significant resident behaviors are
not be reduced. reported to the nurse
manager-on-call on the
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On 2/22/13 at 11:00 a.m., the weekends and holidays, as
Executive Director was informed of ”eededt' to ensure resident needs
. . are met.
the concerns regarding the continued
use of the psychoactive drugs and The Charge Nurse is
requested any additional information responsible to follow-up on
available. She indicated the resident consultation orders as needed.
was being seen by the psychological o
. he had bef The Interdisciplinary Team
services she haa seen betore reviews Physician Orders and the 24
admission to the facility. A request Hour Report, to ensure pertinent orders
are referred to the appropriate
was made of the progress notes. departments. The orders from the
weekend are reviewed on the next
On 2/22/13 at 11:30 a.m., the Director busifnedsz da;'- Thhe manager f;” duty is
. . notified by the charge nurse of pertinent
_Of NurS|r_19 was Inf(_)rmed of the_ lack of information on the weekends and
information regarding the continued holidays, as needed.
use of the psychoactive drugs and
requested any additional information
available.
On 2/22/13 at 1:30 p.m., the SSD What measures will be put into
provided behavior flow sheets which pLace or what S}I’fte"l‘('ct
. changes you will make to
were blank and Section D of the MDS ensufe th’;t the deficient
for mood. No c?ther |nform§t|on was practice does not recur?
provided to indicate the resident was
being seen by psychological services
or that the drugs were reviewed for
continued need. : St.aff hasbeen
re-inserviced on completing the
new/worsening behavior event
prior to PRN psychoactive
medication use or a new order for
psychoactive medication by
Social Services by March 24,
2013.
Social Services and the
Interdisciplinary Team will
conduct chart reviews of those
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residents prescribed psychoactive
medication to determine the
appropriateness of use and
interventions.

Within the first 5 days of
admission Social Services will
review a resident's psychoactive
medication use to determine past
and present behaviors/moods
exhibited and appropriate
diagnosis and indication for use.

A comprehensive care plan
will be created for assessment
and tracking of the medication.

Social Service is
responsible to review resident
behaviors with the
Interdisciplinary Team at the
clinical meeting Monday-Friday
(excluding holidays). The
resident’s plan of care is reviewed
and revised, as needed.
Significant resident behaviors are
reported to the nurse
manager-on-call on the
weekends and holidays, as
needed, to ensure resident needs
are met.

The Charge Nurse is
responsible to follow-up on
consultation orders as needed.

The Interdisciplinary Team
reviews Physician Orders and the 24
Hour Report, to ensure pertinent orders
are referred to the appropriate
departments. The orders from the
weekend are reviewed on the next

business day. The manager on duty is
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notified by the charge nurse of pertinent
information on the weekends and
holidays, as needed.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.

How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place?

The CQI tool
“Psychoactive Management” will
be utilized by the Interdisciplinary
team weekly times four, monthly
times three and quarterly
thereafter for at least six months
to ensure compliance with
assessment and documentation
procedures.

The CQI committee
reviews the audits monthly and
action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education and/or
disciplinary action.

The Director of Nursing
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2. The record for Resident #130 was
reviewed on 2/21/13 at 10:29 a.m.

A Physician's order dated 12/18/12,
indicated the resident was to receive
an antifungal cream to excoriated
areas below her bilateral breasts
every shift until healed.

Review of the December 2012
Medication Administration Record
(MAR), indicated the cream had been
signed out every shift from
12/19-12/31/13.

Review of the January 2013 MAR,
indicated the cream had been signed
out every shift for the entire month.

The February 2013 MAR, indicated
the cream had been signed out every
shift from 2/1-2/21/13.

Review of the Weekly Skin
Assessments dated 2/12/13, 2/5/13,
1/28/13, 1/21/13, 1/8/13 and 1/1/13,
indicated the resident had no skin

Services or her designee is
responsible to monitor for
compliance.

Compliance Date: March 24,
2013
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issues and there was no
documentation related to excoriation
underneath the resident's breasts.

Interview with the resident on 2/21/13
at 3:35 p.m., indicated the cream
underneath her breasts was still being
applied by staff.

Interview with the BCD Unit manager
on 2/22/13 at 9:10 a.m., indicated the
resident's rash was gone and that she
should no longer be receiving the
anti-fungal cream.

3. The record for Resident #65 was
reviewed on 2/20/13 at 10:51 a.m. A
Physician's order dated 11/12/12,
indicated the resident was to receive
Ativan (an anti-anxiety medication)
0.5 milligrams (mg) to be
administered on an as-needed basis.
A Physician's order dated 11/21/12,
indicated the resident was to receive
Seroquel (an anti-psychotic
medication) 50 mg at bedtime and 25
mg in the morning.

Interview with the Social Services
Director on 2/22/13 at 8:55 a.m.,
indicated the Ativan was used to treat
anxiety and the Seroquel was an
anti-depressant medication.
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Resident #65's February 2013
Medication Administration Record
(MAR) listed diagnoses, which
included, but were not limited to,
Alzheimer's, Parkinson's, Depression,
Adjustment Disorder, Worsening of
Alzheimer's, Behaviors with
Delusions, Insomnia, anxiety. Review
of the resident's 1/21/13 Care Plan,
indicated there were no interventions
for symptoms of depression. Review
of the December 2012, January and
February 2013 Medication
Administration Records, indicated
Ativan was not needed as an
intervention in over 60 days. The
record did not indicate the continued
use of the medication was justified.

Further interview with the Social
Service Director, indicated the facility
had just began a new system in the
past month in reassessing for the
need of medications as behavioral
interventions. The Social Service
Director presented Behavior Flow
sheets and indicated monthly review
meetings were starting, but there was
no evidence there had been ongoing
reassessment of the resident's use of
psychoactive medications.
Additionally the Social Service
Director indicated, "We do not do
tracking for depression. We do Care
Plan for it. We look in Nurses' notes
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and watch for new and worsening
behavior."

4. Observation on 2/18/13 at 12:20
p.m., during the lunch meal, staff
were unable to get Resident #61 to
open his eyes while sitting at the
lunch table. The resident had been
observed sitting with his eyes closed
in the late morning prior to lunch while
other residents were involved in
activities. Observations on 2/19 at
11:00 a.m. and 2/20/13 at 2:45 p.m.,
found the resident in the dayroom
sitting in a chair with his eyes closed.

Review of Resident #61's February
2013 Medication Administration
Record (MAR) on 2/20/13 at 10:59
a.m., indicated the resident's
diagnoses, included but were not
limited to, Alzheimer's with tremors,
hypertension, chronic constipation,
meningeoma, insomnia, dementia
with agitation, and depression. The
MAR, indicated the resident was
receiving Melatonin (an herbal
supplement for sleep) 5 milligrams
(mg) daily at bedtime. Interview with
the Social Service Director on 2/22/13
at 8:55 a.m., indicated the Melatonin
was used to treat insomnia.

The resident's care plan updated on
1/31/13, indicated the following
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day.

had just began

medication.

interventions for Insomnia; pain
management, reposition, and
encourage resident to be awake in

Further interview with the Social
Service Director, indicated the facility

a new system in the

past month in reassessing for the
need of medications. The Social
Service Director presented Behavior
Flow sheets and indicated monthly
review meetings were starting, but
there was no evidence there had
been ongoing reassessment of the
resident's use of Melatonin. The
Social Service Director indicated the
resident "had no insomnia last month
or this month." The Social Service
Director indicated no meeting with the
physician had yet occurred to
reassess the resident's need for the

5. The record for Resident #131 was
reviewed on 2/22/13 at 3:27 p.m. The
Minimum Data Set (MDS)
assessment dated 12/18/12, indicated
the resident was diagnosed with "mild
depression" with no behaviors and
had a BIMS (Brief Interview for
Mental Status) score of 13. Review of
the February 2013 Physician orders
summary (POS), indicated diagnoses
including, but not limited to, Chronic

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: 2XHN11 Facility ID:

000072 If continuation sheet

Page 39 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155152

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

MONTICELLO ASSISTED LIVING AND HEALTHCARE

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

1120 N MAIN ST
MONTICELLO, IN 47960

00

X3) DATE SURVEY

COMPLETED
02/22/2013

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

Obstructive Pulmonary Disease,
Ataxia, Bladder Cancer, Dementia,
Altered Mental state, Falls, acute
renal Failure, Epilepsy, Dementia with
Delusions, Anxiety, Mild
Encephalopathy and Insomnia. The
POS indicated the resident was
prescribed Trazadone (an
anti-depressant) 50 milligrams (mg) 1
hour before bedtime, Namenda (a
medication to treat Alzheimer's) 5 mg
twice daily, Diazepam (an anti-anxiety
medication) 5 mg twice daily, and
Paroxetine (an antidepressant
medication) 20 mg in the morning and
10 mg in the evening.

A 2/15/13 Physician's progress note,
indicated the resident had also been
receiving Remeron (an
anti-depressant) but it was
discontinued because the resident
"states that he feels too sedated
(since starting Remeron)."

Review of the resident's 1/22/13 Care
Plan, indicated the resident was
admitted on 12/18/12. The resident's
Care Plan included interventions for
"the behavior of delusions of money
taken and verbal aggression to staff"
which were initiated on 1/8/13.
However, the January 2013 and
February 2013 Behavior Tracking
Flow Sheets, indicated those
behaviors had not been exhibited
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contain a Care
nor justification

were required.

indicated there

3.1-48(a)(4)
3.1-48(b)(2)

since the care plan was initiated.
There was no indication in the
resident's record indicating an
assessment had been completed to
determine a need for the medications.
Further, the resident's record did not

Plan for depression
as to why the

medications used to treat depression

Interview with the Social Service
Director on 2/22/13 at 8:55 a.m.,

was no care plan

written for symptoms of depression
and she indicated she would need to
find out why the resident was on
medications used to treat depression.
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F0334
8§S=C

483.25(n)

INFLUENZA AND PNEUMOCOCCAL
IMMUNIZATIONS

The facility must develop policies and
procedures that ensure that --

(i) Before offering the influenza
immunization, each resident, or the
resident's legal representative receives
education regarding the benefits and
potential side effects of the immunization;
(i) Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is
medically contraindicated or the resident has
already been immunized during this time
period;

(iii) The resident or the resident's legal
representative has the opportunity to refuse
immunization; and

(iv) The resident's medical record includes
documentation that indicates, at a minimum,
the following:

(A) That the resident or resident's legal
representative was provided education
regarding the benefits and potential side
effects of influenza immunization; and

(B) That the resident either received the
influenza immunization or did not receive the
influenza immunization due to medical
contraindications or refusal.

The facility must develop policies and
procedures that ensure that --

(i) Before offering the pneumococcal
immunization, each resident, or the
resident's legal representative receives
education regarding the benefits and
potential side effects of the immunization;
(i) Each resident is offered a pneumococcal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized;
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(iii) The resident or the resident's legal
representative has the opportunity to refuse
immunization; and
(iv) The resident's medical record includes
documentation that indicated, at a minimum,
the following:
(A) That the resident or resident's legal
representative was provided education
regarding the benefits and potential side
effects of pneumococcal immunization; and
(B) That the resident either received the
pneumococcal immunization or did not
receive the pneumococcal immunization due
to medical contraindication or refusal.
(v) As an alternative, based on an
assessment and practitioner
recommendation, a second pneumococcal
immunization may be given after 5 years
following the first pneumococcal
immunization, unless medically
contraindicated or the resident or the
resident's legal representative refuses the
second immunization.
Based on record review and F0334 03/24/2013
interview, the facility failed to ensure F334 Influenza and Pneumococcal
Rk . . Immunizations
written notice related to risks and
benefits of an annual influenza It is the practice of this
vaccine was provided to 5 of 5 provider to ensure that written
residents reviewed for influenza and notice related to risks and
pneumococcal vaccines. (Residents benefits of an a_';":at' '“fl'lue"za
vaccine is provided to a
#7, #16, #28, #68, and #138) : P
residents.
Findings include:
Durlng the Infectlon Control What corrective action(s) will
investigation on 2/22/13 at 2:00 p.m., be f":c"tm'f’"Sh:(: f‘: th°ze
- . residents found to have been
indicated Residents #7, #16, _ affected by the deficient
#28, #68, and #138 had not received practice?
a written notice of the risks and
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benefits of receiving the influenza
vaccination.

Interview with the Staff development
Coordinator on 2/22/13 at 3:15 p.m.,
indicated no written information was
being given related to the flu vaccine,
just verbal information.

3.1-13(a)

Residents #7, #16, #28, #68
and #138 have all received written
notice related to risks and benefits of an
annual influenza vaccine is provided to
all residents.

How will you identify other
residents having the potential
to be affected by the same
deficient practice and what
corrective action will be taken?

All residents have the potential
to be affected by the alleged deficient
practice.

An audit was conducted of
resident records to ensure that residents
who declined the flu vaccination
received written notice related to the
risks and benefits of an annual flu
vaccination.

At admission all residents
receive written notice related to risks
and benefits of an annual flu
vaccination.

Written notice related to the risks
and benefits of an annual influenza
vaccine will be given to residents on a
yearly basis when consents are
updated.

What measures will be put into
place or what systemic
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changes you will make to
ensure that the deficient
practice does not recur?

Written notice related to the
risks and benefits of an annual
influenza vaccine will be given to
residents on a yearly basis when
consents are updated.

At admission all residents
receive written notice related to risks
and benefits of an annual flu
vaccination.

The infection control nurse
was re-educated about the
importance of providing residents
with written notice related to the
risks and benefits of an annual
influenza vaccine by March 24,
2013 by the Executive Director.

The Infection Control
Nurse or her designee will review
all new admission records within
a week to ensure that they
received written notice related to
the risks and benefits of an
annual influenza vaccine.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.

How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
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i.e., what quality assurance
program will be put into place?

The CQI tool “Resident
Immunizations” will be utilized by
the Interdisciplinary team weekly
times four, monthly times three
and quarterly thereafter for at
least six months to ensure
compliance with obtaining and
documenting radiology results.

The CQI committee
reviews the audits monthly and
action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education or
disciplinary action.

The Director of Nursing
Services or her designee is
responsible to monitor for
compliance.

Compliance Date: March
24,2013
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F0428 483.60(c)
SS=D DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON
The drug regimen of each resident must be
reviewed at least once a month by a
licensed pharmacist.
The pharmacist must report any
irregularities to the attending physician, and
the director of nursing, and these reports
must be acted upon.
Based on observation, interview and F0428 03/24/2013
record review, the facility failed to
ensure the pharmacist provided F428 Drug Regimen Review, Report
monthly reviews regarding the Irregular, Act On
continued use of an antipsychotic
drug for 1 of 10 residents reviewed for It is the practice of this provider to
unnecessary drugs. (Resident #87) ensure that the pharmacist
provides monthly reviews
Findings include: regarding the continued use of
' antipsychotic drugs.
Observation and interview of Resident
#87 on 2/18/13 at 2:00 p.m., indicated
the resident was alert to person, What corrective action(s) will be
place and time. The resident accomplished for those residents
ded iatelv t | found to have been affected by
reSpo_n € appropr!a ely 1o se'vera the deficient practice?
questions and provided good insight
to answers.
The record for Resident #87 was Reci The pharmacist has reviewed
. esident #87's antipsychotic drug use
reviewed on 2/20/13 at 11:00 a.m. and made recommendations as
and indicated the resident was needed.
admitted in July 2012 with diagnoses
including, but not limited to: dementia
with behavioral disturbance and How will you identify other
dementia with delusions. The residents having the potential to
physician orders indicated the be affected by the same deficient
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resident received Risperdal (an practice and what corrective
. . . . i i ?
anti-psychotic medication) 0.25 action will be taken
milligrams (mg) in the morning and
0.25 mg in the evening.
Residents that receive an
The Admission Minimum Data Set 22?;;’;’;‘;"; d{;‘g ;‘lfg’:et:z:f?;j:t'a' to
y ici
(MDS) assessment, dated 8/1/12, practice.
indicated a Brief Interview for Mental
Status (BIMS) of 13/15, indicating , thTh: consultant Ph:"mas‘S‘ will
. iy . . review the drug regimen or eacl
minimal cognitive deficit. The MDS resident receiving & psychoactive
indicated the resident had no medication at least once a month.
behavior or mood problems and
ived ti hotic d The pharmacist will provide
received antpsycholic drugs seven monthly reviews regarding the
days a week. continued use of antipsychotic
medication use for residents receiving
The 10/27/12 and 1/18/13, Quarterly peyehoacive medication
MDS assessments, indicated a BIMS Social Services will review the
of 15/15 (no cognitive deficit) and no 2‘5’::1‘2:]{5?:ggji‘;tpr:;’;zgj\;‘:”m all
behavioral or mood prOblemS- The medications have been reviewed.
resident continued to receive
antipsychotic drugs seven days a
week. What measures will be put into
place or what systemic changes
Interview with the Social Service you will make to ensure that the
Director (SSD) on 2/20/13 at 2:27 deficient practice does not recur?
p.m., indicated the facility used
monthly flow sheets to monitor the
resident's behaviors. Review of the The consultant pharmacist will
monthly flow sheets for December fe"izw tthe drug regimen f‘f ea:?h
resident recelving a psychoactive
201 2, January 2013 and February medication at least once a month.
2013, indicated the resident had one
incident of verbal distress in The pharmacist will provide
monthly reviews regarding the
December 2012. continued use of antipsychotic
medication use for residents receiving
Record review indicated there was no psychoactive medication.
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clinical contraindications listed as to
why the psychoactive drugs could not Social Services will review the
monthly pharmacist report to ensure all
be reduced. residents receiving psychoactive
medications have been reviewed.
There was no indication there were : .
dati di h Non-compliance with
any recomme_n atlons_ r.egar ing the facility policy and procedure may
lack of behaviors requiring the use of result in employee re-education
the antipsychotic drug. There were and/or disciplinary action.
no recommendations regarding the
use of the antipsychotic drug until
1/7/13 when the pharma?'St How the corrective action(s) will
requested a dose reduction. be monitored to ensure the
deficient practice will not recur,
On 2/22/13 at 11:00 a.m., the I-e., what quality assurance
. . . rogram will be put into place?
Executive Director was informed of prog P P
the concerns regarding the continued
use of the psychoactive drugs and
requested any additional information The CQl tool .
available. No further pharmacist Unnecessary Medications™ will
dati ided at be utilized by the Interdisciplinary
recommenaations were provided a team weekly times four, monthly
the end of the survey. times three and quarterly
thereafter for at least six months
3.1-25(i) to ensure compliance with
obtaining and documenting
radiology results.
The CQI committee
reviews the audits monthly and
action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education or
disciplinary action.
The Director of Nursing
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Services or her designee is
responsible to monitor for
compliance.
Compliance Date: March 24,
2013
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 2XHN11 Facility ID: Q00072 If continuation sheet Page 50 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES | X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
\. BUILDING
155152 L WING 02/22/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1120 N MAIN ST
MONTICELLO ASSISTED LIVING AND HEALTHCARE MONTICELLO, IN 47960
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
F0463 483.70(f)
SS=D RESIDENT CALL SYSTEM -
ROOMS/TOILET/BATH
The nurses' station must be equipped to
receive resident calls through a
communication system from resident rooms;
and toilet and bathing facilities.
Based on observation and interview, F0463 03/24/2013
the facility failed to ensure the nurses' F463 Resident Call
. . . System-Rooms/Toilet/Bath
station was equipped to receive a
resident call light for 1 of 9 rooms on
the 2 North unit. (Room #247)
It is the practice of this provider to
L i ensure that the nurses' station is
Flndmgs include: equipped to receive resident call
lights.
On 2/18/13 at 2:15 p.m., the call light
!ocated next to Re&dent #‘!35 s bed What corrective action(s) will
in room #247, did not function when be accomplished for those
pressed. The call light did not residents found to have been
illuminate at the nurses' station either. affected by the deficient
Interview with the Assistant Director practice?
of Nursing at this time, indicated the
resident's call light was not working
and she would notify maintenance. The call light for Room
#247 was repaired immediately.
Two residents resided in this room.
How will you identify other
3.1-19(u)(1) residents having the potential
to be affected by the same
deficient practice and what
corrective action will be taken?
All residents have the
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potential to be affected by the
alleged deficient practice.

All call lights in the building
have been checked to ensure
they sound at the nurse's station.

Customer Service
Representatives were inserviced
by March 24, 2013 related to
checking call light function
routinely with room rounds by the
Maintenance Supervisor.

Call light function will be
checked during the Customer
Service Representative room
checks to ensure they are
sounding at the nurse's station.

Housekeeping staff were
inserviced by March 24, 2013
related to checking call light
function routinely by the
Maintenance Supervisor.

Housekeeping will check
the call lights on a routine basis to
ensure they are sounding at the
nurse's station.

Maintenance will check call
light function according to the
preventative maintenance
schedule and as needed to
ensure they are sounding at the
nurse's station.

What measures will be put into
place or what systemic
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changes you will make to
ensure that the deficient
practice does not recur?

Customer Service
Representatives were inserviced
by March 24, 2013 related to
checking call light function
routinely with room rounds by the
Maintenance Supervisor.

Call light function will be
checked during the Customer
Service Representative room
checks to ensure they are
sounding at the nurse's station.

Housekeeping staff were
inserviced by March 24, 2013
related to checking call light
function routinely by the
Maintenance Supervisor.

Housekeeping will check
the call lights on a routine basis to
ensure they are sounding at the
nurse's station.

Maintenance will check call
light function according to the
preventative maintenance
schedule and as needed to
ensure they are sounding at the
nurse's station.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.
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How the corrective action(s)
will be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place?

The CQI tool titled “Weekly
Tasks” will be utilized by the
Interdisciplinary team weekly
times four, monthly times three
and quarterly for at least six
months thereafter to ensure
compliance with assessment and
documentation procedures.

The CQIl committee
reviews the audits monthly and
action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education and/or
disciplinary action.

The Maintenance
Supervisor or his designee is
responsible to monitor for
compliance.

Compliance Date: March 24,
2013
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SS=C SAFE/FUNCTIONAL/SANITARY/COMFOR
TABLE ENVIRON
The facility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public.
Based on observation and interview, F0465 03/24/2013
the facility failed to provide a safe, F465 Environment
sanitary, and comfortable
environment for resllden.ts, rellated to It is the practice of
walls, doors, and trim with chipped this provider to
paint, chipped handrail, wallpaper in P
disrepair, and a hazard potential in ensure that the
relation to a motion sensor. This had facility provides a
the pote.ntlall to affect. _aII 92 residents safe, sanitary, and
who reside in the facility.
comfortable
Findings include: environment for
_ . residents.
During the Enwronmen'tal tour on What corrective action(s)
2/21/13 at 9:32 a.m., with the will be accomplished for those
Maintenance Director and the residents found to have been
Housekeeping Manager, the following affected by the deficient
was observed: practice? - The entry door to
C hall has been painted. - The
. loose outlet cover for the heated
1. C Hall: overhead light and the floor trim
in the entry way to shower area
a. There was chipped paint on the on C hall have been repaired. -
entry door to C Halll. The exterior side of room #j32 s
door was cleaned and repainted.
- The door frame to the bathroom
b. The common shower area had a of room #125 has been repaired
loose outlet cover for the heated and repainted. - The door to
overhead light and a piece of loose room #128 was repainted. - The
floor trim in the entryway. Fourteen caulk around the toilet in room
. . his hall #128 was replaced and the wall
residents resided on this hall. was cleaned. - The closet door
of room #128 was repaired and
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c. The exterior side of room #132's repainted. - The entry door
door was scuffed and room #128's frame ;‘OdD ha_:_'hhaz been
. . repainted. - The dresser in room
door had chipped paint. The door #139 has been repaired and the
frame to the bathroom of room #125 light fixture in the bathroom has
was chipped and marred. In room been cleaned. - In room #143 on
#128, the caulk around the toilet was 1 North, the walls next to the
discolored in the bathroom and the hand towel dispenser have been
I tained. The cl td f repaired and the arms of the
wall was stained. ) € closet door o commode have been replaced. -
room #128 had chipped and marred In room #149, the wall around the
paint. One resident resided in room bathroom sink has been
#125, one resident resided in room repainted and the walls have
#128, and one resident resided in t.’een cleaned. The overhead
#1392 light above the bed has been
room : repaired. The motion sensor has
been moved and the aide
2. D Hall: assignment sheet updated to
indicate proper placement. - The
a. There was chipped paint along the chipped handrail at the corner
near the entrance of 1 West has
door frame of entry. been repaired. - On 2 West, the
divots in the entry floor linoleum
b. In room #139, the dresser drawers have been repaired. - The
were scratched and marred. There missing square of handrail near
. . . . the exit on 2 West has been
were dead insects in the light fixture :
. . replaced. - The wall in the 2
of the bathroom. One resident resided West dining room has been
in this room. repaired and the floor has been
repaired. - In room #269, the
3. 1 North: base board has been repaired
) ) and the wall has been repainted
near the heating unit. The
a. R00m #143 had areas Of the Wa”S bedside stand has been repaired_
next to hand towel dispenser that - The bathroom door in room
were in disrepair and the arms of the #262 has been cleaned, repaired
commode were chipped. Two and repainted. The privacy
ident ided in thi curtain has been cleaned. The
resiaents resided In this room. dresser has been repaired. - In
room #273, the bathroom walls
b. Room #149 had chipped paint and the edge of the entry door to
around the sink in the bathroom and the room have been repaired and
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scuff marks on the walls. The repainted. - On 2 North, the
overhead light above the bed did not Eathroom _dogr '”droom #2t42 has
. een repaired and repainted.
work. . A motlgn sensor was observed The caulk around the toilet has
to be in the middle of the floor been replaced. How will you
between the bed, dresser, and identify other residents having
television. Two residents resided in the potential to be affected by
this room. the same deficient practice and
what corrective action will be
taken? - All residents have
4. 1 West: the potential to be affected by the
alleged deficient practice.
a. A chipped handrail was observed Customer Service
on the corner near the entrance. Representatives were inserviced
by March 24, 2013 related to
) noting any needed repairs and
5. 2 West: reporting them to the
Maintenance Supervisor. -
a. The entry floor had 3 divots in the During Customer Service room
linoleum approximately 2 inches by 1 rounds, the Customer Service
inch Representative will note any
) needed repairs and report them
o to the Maintenance Supervisor. -
b. There was a missing square of Housekeeping staff were
handrail near the exit. inserviced by March 24, 2013
related to noting any needed
c. There was a missing section of repairs and reporting them to- the
) . e Maintenance Supervisor. -
wallpaper in the dining room and During daily cleaning,
several divots were observed in the Housekeeping staff will note any
floor near the dining room entry. needed repairs and report them
Twenty-four residents resided on this to the Maintenance Supervisor. -
it The Maintenance Supervisor or
unit. his designee will be responsible
to ensure that all repairs are
d. Room #269 had a base board completed within a reasonable
loose and paint peeling near the time frame. ~ What measures
heating unit. The bedside stand with ‘”'"tbe put L"t° place or "f’lrl‘at
3 drawers had scratches and were systemic changes you wi
d T id ided in thi make to ensure that the
marred. Two residents resided in this deficient practice does not
room. recur? Customer Service
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Representatives were inserviced
c. The bathroom door in Room #262 by March 24, 2013 related to
int chi d and d noting any needed repairs and
was pgln cnipped ana marred on reporting them to the
both sides of the bathroom door. The Maintenance Supervisor. -
privacy curtain was stained and the 3 During Customer Service room
drawer dresser was scratched. Two rounds, the Customer Service
residents resided in this room. Representative will note any
needed repairs and report them
i ) to the Maintenance Supervisor. -
d. Room #273 had Chlpped palnt on Housekeeping staff were
the bathroom walls and peeling paint inserviced by March 24, 2013
on the edge of the door in the entry of related to noting any needed
the room. Two residents resided in repairs and repomng.them to the
. Maintenance Supervisor. -
this room. During daily cleaning,
Housekeeping staff will note any
6. 2 North: needed repairs and report them
to the Maintenance Supervisor. -
a. Room #246 had a scratched and The Maintenance Supervisor or
’ o his designee will be responsible
marred door inside the bathroom. to ensure that all repairs are
Caulk around the base of the toilet completed within a reasonable
was discolored. time frame. - Non-compliance
with facility policy and procedure
may result in employee
3.1-19(f) re-education and/or disciplinary
action. How the corrective
action(s) will be monitored to
ensure the deficient practice
will not recur, i.e., what quality
assurance program will be put
into place? - The CQl tools
titted “Quality Control
Inspection-Housekeeping and
Preventative Maintenance
Performed this Month” will be
utilized by the Interdisciplinary
team weekly times four, monthly
times three and quarterly
thereafter for at least six months
to ensure compliance with
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assessment and documentation
procedures. - The CQI
committee reviews the audits
monthly and action plans are
developed as the threshold of
95% is not met to ensure
continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education and/or
disciplinary action. - The
Maintenance Supervisor or his
designee is responsible to
monitor for compliance.
Compliance Date: March 24,
2013
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SS=D ADMINISTRATION
The facility must provide or obtain laboratory
services to meet the needs of its residents.
The facility is responsible for the quality and
timeliness of the services.
Based on record review and F0502 03/24/2013
interview, the facility failed to ensure
hemoccult stool tests were completed F502 Administration
for 2 of 2 residents who had orders Itis the practice of this provider to
for hemoccults of the 10 who were ensure that hemoccult stool tests
. are completed.
reviewed for unnecessary
medications. (Residents #68 and
#139)
What corrective action(s) will be
L . . accomplished for those residents
Findings include: found to have been affected by
) the deficient practice?
1. The record for Resident #68 was
reviewed on 2/20/13 at 9:39 a.m. The
resident's diagnosis included, but was
L . The hemoccult stool tests for
not limited tO, anemia. residents #68and #139 were obtained
and sent to the lab for testing.
A Physician's order dated 2/4/13,
indicated the resident was to have a
hemoccullt stool test (a. test to check How will you identify other
for blood in the StOOl) times three. residents having the potential to
be affected by the same deficient
Review of the bowel movement practice _ﬁ“bd Wh:‘t CgrreCt'Ve
tracking record indicated the resident action will be taken
had bowel movements on 2/6 at 9:05
p-m., 2/8 at 9:32 a.m., 2/13 at 7:54
p.m., and 2/18/13 at 11:16 a.m. All residents who receive a
physician's order for a hemoccult
. . . stool test have the potential to be
Interview with the Second floor Unit affected v P '
manager on 2/22/13 at 8:55 a.m.,
indicated the resident did have an An audit will be completed
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order for hemoccult tests and two of resident orders to determine if
stool samples had been obtained on ;‘”y o:)her hergoccé‘" stool tests
. . ave been oraered.
2/21/13. She indicated the stool
samples should have been obtained When a hemoccult stool
in a more timely manner. test order is received it will be
entered into hot charting until
2. The record for Resident #139 was obtained.
rev!ewetld or'1 2/20/13 gt 8:48 a.m. The Monthly at rewrite
resident's diagnoses included, but verification the Unit Manager or
were not limited to, malnutrition and designee will audit for routine
incontinence. hemoccult stool test orders and
place into hot charting until
C obtained.
A Physician's order dated 2/14/13,
indicated the resident was to have a
hemoccult stool sample (a test to
check for blood in the stool) times
three. The resident was also to have . .
. What measures will be put into
a stool sample obtained for place or what systemic changes
helicobacter pylori (h. pylori) (a you will make to ensure that the
bacteria in the stomach). deficient practice does not recur?
Review of the bowel movement
tracking record, indicated the resident Nursing staff were re-educated
had a bowel movement on 2/17 at by March 24, 2013 on the proper
) ) procedure for tracking hemoccult stool
12:58 p.m., 2/18 at 9:23 a.m. and tests by the SDC/designee.
1:40 p.m., and 2/20/13 at 2:19 p.m.
When a hemoccult stool
Interview with the Second floor Unit testt orge_r ;s Leie“r/me?t it will tt)'(la
. enterea into hot charting unti
rnapager on 2/22/13 at 8:53 a.m., obtained.
indicated the stool for hemmocult and
h. pylori had not been collected as Monthly at rewrite
ordered. verification the Unit Manager or
designee will audit for routine
hemoccult stool test orders and
3.1-49(a) place into hot charting until
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obtained.

Non-compliance with
facility policy and procedure may
result in employee re-education
and/or disciplinary action.

How the corrective action(s) will
be monitored to ensure the
deficient practice will not recur,
i.e., what quality assurance
program will be put into place?

The CQI tool
“Labs/Diagnostics” will be utilized
by the Interdisciplinary team
weekly times four, monthly times
three and quarterly thereafter for
at least six months to ensure
compliance with assessment and
documentation procedures.

The CQI committee
reviews the audits monthly and
action plans are developed as the
threshold of 95% is not met to
ensure continual compliance.
Non-compliance with facility
policy and procedure may result
in employee re-education and/or
disciplinary action.

The Director of Nursing
Services or her designee is
responsible to monitor for
compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: 2XHN11

Facility ID: Q00072 If continuation sheet

Page 62 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155152 L WING 02/22/2013
T ————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1120 N MAIN ST
MONTICELLO ASSISTED LIVING AND HEALTHCARE MONTICELLO, IN 47960
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES 1D (X35)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
Compliance Date: March 24,
2013
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SS=E QAA COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS
A facility must maintain a quality
assessment and assurance committee
consisting of the director of nursing services;
a physician designated by the facility; and at
least 3 other members of the facility's staff.
The quality assessment and assurance
committee meets at least quarterly to
identify issues with respect to which quality
assessment and assurance activities are
necessary; and develops and implements
appropriate plans of action to correct
identified quality deficiencies.
A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related
to the compliance of such committee with
the requirements of this section.
Good faith attempts by the committee to
identify and correct quality deficiencies will
not be used as a basis for sanctions.
Based on observation, record review F0520 03/24/2013
and interview, the facility failed to F520 QAA Committee-Members/Meet
. Quarterly/Plans
ensure the quality assessment and
assurance committee identified and
implemented an appropriate plan of
action related to monitoring Itis the practice of this
psychoactive medications and provider to ensure the quality
ensuring there was an indication for assessment and assurance
g S ) committee identifies and
the use of the medication. This had implements an appropriate
the potential to affect 4 of 10 plan of action related to
residents reviewed for unnecessary monitoring psychoactive
medications. (Residents #61, #65, medications and ensuring
there is an indication for the
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#87 and #131) use of the medication.
Findings include:
What corrective action(s) will
1. Interview with the Executive be accomplished for those
Director on 2/22/13 at 2:00 p.m., residents found to have been
indicated the facility was focusing on affected by the deficient
. ice?
Gradual dose reductions for practice?
psychoactive medications and not
focusing as much on monitoring
behaviors for residents who were The physician orders for
receiving psychoactive medications fesidonts #67, #o1, #65, and #130 are
i L i eing followed.
and ensuring there were indications
for the use of psychoactive Resident #131 no longer resides
i . . The consultant pharmacist
2. Observation and interview of reviewed Residents #87, #61, #65, and
Resident #87 on 2/18/13 at 2:00 p.m., #130 medications to ensure that they
indicated th ident lert t are free from unnecessary drugs,
Indicate eresi e_n was ale O making recommendations as needed.
person, place and time. The resident
responded appropriately to several Residents #87, #61, #65, and
. . P #130 medication regimens are
queStlonS and prOVIded QOOd InSIth reviewed routinely for a gradual dose
to answers. reduction as required per state
regulation.
The record for Resident #87 was -
; The Executive Director has
reviewed on 2/20/13 at 11:00 a.m. ensured the monitoring of psychoactive
and indicated the resident was medications and assurance of an
. . . . indication for the use of the medication
fadmltt_ed In JUIy 20_12. with dlagnose§ has been addressed through the
including, but not limited to: dementia QAA/CQI process and a plan of action
with behavioral disturbance, dementia has been developed and implemented.
with delusions, depression and
anxiety. The physician orders
indicated the resident received
Risperdal (an anti-psychotic H o dentify oth
. . o . ow wi ou 1aentity other
medication) 0.25 milligrams (mg) in y y
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the morning, Risperdal 0.25 mg in the residents having the potential
evening and Lexapro (an to l:_ne_affected I_Jy the same
anti-depressant medication) 10 mg deficient practice and what
every day corrective action will be taken?
The Admission Minimum Data Set
(MDS) assessment, dated 8/1/12, Residents receiving
. . . psychoactive medication have the
indicated a Brief Interweyv f'or Mental potential to be affected by the alleged
Status (BIMS) of 13/15, indicating deficient practice.
minimal cognitive deficit. The MDS
. . A consultant pharmacist reviews
mdlcat_ed the resident had no each resident’s medication regimen
behavior or mood problems and routinely but no less than monthly to
received antipsychotic drugs and an ﬁﬂiiiiliiﬁ;’ﬁ;?rfﬂii.:;’m
antidepressant seven days a week. recommendations as needed.
The 10/27/12 and 1/18/13, Quarterly h Ref_ide”tsé?c‘etiVing
MDS assessments, indicated a BIMS f:\)’izwoeadcr'(‘)’jtir:;y'?sr'zngzzual
of 15/15 (no cognitive deficit) and no dose reduction as required per
behavioral or mood problems. The state regulation.
resident continued to receive
antipsychotic drugs seven days a The Gradual Dose
week and an antidepressant seven Reduction tracker will be updated
with an audit of appropriate care
days a week. plans showing clear indications
for use for each resident
Interview with the Social Service receiving a psychoactive
Director (SSD) on 2/20/13 at 2:27 medication.
p.m., indicated when the resident was Residents will be referred
adm|tted tO the faC'“ty, the reSIdent'S for discontinuation or Gradual
husband was asked why the resident Dose Reduction of psychoactive
was receiving the drugs and he medication that does not have a
indicated it was due to delusions. The clear indication of use, identified
SSD indi dth through monthly behavior
indicated t e ) ) summaries and meetings.
non-pharmacological interventions
were to encourage activities and the Needs will be identified
resident's husband took her out for through CQl review, chart
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 2XHN11 Facility ID: 000072 If continuation sheet Page 66 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/14/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
155152 L WING 02/22/2013
—
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
1120 N MAIN ST
MONTICELLO ASSISTED LIVING AND HEALTHCARE MONTICELLO, IN 47960
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

short stays. The SSD reported the
facility used monthly flow sheets to
monitor the resident's behaviors.
Review of the monthly flow sheets for
December 2012, January 2013 and
February 2013, indicated the resident
had one incident of verbal distress in
December 2012.

Record review indicated there were
no clinical contraindications listed as
to why the psychoactive drugs could
not be reduced.

On 2/22/13 at 11:00 a.m., the
Executive Director was informed of
the concerns regarding the continued
use of the psychoactive drugs and
requested any additional information
available. She indicated the resident
was being seen by the psychological
services she had seen before
admission to the facility. A request
was made of the progress notes.

On 2/22/13 at 11:30 a.m., the Director
of Nursing was informed of the lack of
information regarding the continued
use of the psychoactive drugs and
requested any additional information
available.

On 2/22/13 at 1:30 p.m., the SSD
provided behavior flow sheets which
were blank and Section D of the MDS

reviews, or monthly behavior
reviews will be addressed through
CQI communication forms.

Social Service is
responsible to review resident
behaviors with the
Interdisciplinary Team at the
clinical meeting Monday-Friday
(excluding holidays). The
resident’s plan of care is reviewed
and revised, as needed.
Significant resident behaviors are
reported to the nurse
manager-on-call on the
weekends and holidays, as
needed, to ensure resident needs
are met.

The Charge Nurse is
responsible to follow-up on
consultation orders as needed.

The Interdisciplinary Team
reviews Physician Orders and the 24
Hour Report, to ensure pertinent orders
are referred to the appropriate
departments. The orders from the
weekend are reviewed on the next
business day. The manager on duty is
notified by the charge nurse of pertinent
information on the weekends and
holidays, as needed.

The Executive Director will
ensure the monitoring of psychoactive
medications and assurance of an
indication for the use of the medication
is being addressed through the
QAA/CQI process and a plan of action
has been developed and implemented.
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for mood. No other information was
provided to indicate the resident was What i be out int
. . . at measures e nto
being seen by psychological services tres Wil be putt
that the d . d f place or what systemic
or 'at e drugs were reviewed for changes you will make to
continued need. ensure that the deficient
practice does not recur?
3. The record for Resident #65 was
reviewed on 2/20/13 at 10:51 a.m. A
Ehysmmn S order dated 1 1/12/12,. Staff has been
indicated the resident was to receive re-inserviced on completing the
Ativan (an anti-anxiety medication) new/worsening behavior event
0.5 milligrams (mg) to be prior to PRN psychoactive
administered on an as-needed basis. L“se‘(’:'ﬁszzt’_‘ ‘;Srigg,zaﬁwn grder for
L, Y ivi icati y
A thysman S ord'er dated 1 1/21/1?, Social Services by March 24,
indicated the resident was to receive 2013.
Seroquel (an anti-psychotic
medication) 50 mg at bedtime and 25 Social Services and the
: ; Interdisciplinary Team will
mg in the morning. .
g 9 conduct chart reviews of those
) ) ) ) residents prescribed psychoactive
Interview with the Social Services medication to determine the
Director on 2/22/13 at 8:55 a.m., appropriateness of use and
indicated the Ativan was used to treat interventions.
anxiety and the Seroquel was an L .
i i Rk Within the first 5 days of
ant"depressant medication. admission Social Services will review a
resident's psychoactive medication use
. ' to determine past and present
ReSI.den't #65's Ee.brualjy 2013 behaviors/moods exhibited and
Medication Administration Record appropriate diagnosis and indication for
(MAR) listed diagnoses which use. A comprehensive care plan will be
. T created for assessment and tracking of
included, but were not limited to, the medication.
Alzheimer's, Parkinson's, Depression,
Adjustment Disorder, Worsening of A consultant pharmacist reviews
. ' . . each resident’s medication regimen
Alzheimer's, Behaviors with routinely but no less than monthly to
Delusions, Insomnia, anxiety. Review ensure that th;ey are frei_from
. . unnecessary drugs, making
of the resident's 1/21/13 Care Plan, recommendations as needed.
indicated there were no interventions
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for symptoms of depression. Review Residents receiving
of the December 2012, January and pSYChoadCt'Vet_meld";at'on arz |
. . reviewed routinely Tor a graaua
Febr.u?ry 2(_)1 3 Medlcathn ) dose reduction as required per
Administration Records, indicated state regulation.
Ativan was not needed as an
intervention in over 60 days. The The Gradual Dose
record did not indicate the continued EﬁgL;Cr:";’;(;:f‘gfi;‘;"r'g;’r?a‘t‘:i:trzd
use of the medication was justified. plans showing clear indications
for use for each resident
Further interview with the Social receiving a psychoactive
Service Director, indicated the facility medication.
had just began a new system in the Residents will be referred
past month ":] re.assessmg for _the for discontinuation or Gradual
need of medications as behavioral Dose Reduction of psychoactive
interventions. The Social Service medication that does not have a
Director presented Behavior Flow fr']ear 'r;d'cat'z:‘l Oguse’ identified
sheets and indicated monthly review rough mont'y benavior
. . summaries and meetings.
meetings were starting, but there was
no evidence there had been ongoing Needs will be identified
reassessment of the resident's use of through CQ review, chart
psychoactive medications. reviews, or monthly behavior
Additi v the Social S . reviews will be addressed through
) : Ion? y_ € soclal service CQIl communication forms.
Director indicated, "We do not do
tracking for depression. We do Care Social Service is
Plan for it. We look in Nurses' notes responsible to review resident
and watch for new and worsening behaviors with the
havior." Interdisciplinary Team at the
behavior. clinical meeting Monday-Friday
(excluding holidays). The
4. Observation on 2/18/13 at 12:20 resident's plan of care is reviewed
p.m., during lunch, staff were unable and revised, as needed.
to get Resident #61 to open his eyes Significant resident behaviors are
- L y reported to the nurse
whl.le sitting at the lunch table.. The manager-on-call on the
resident had been observed sitting weekends and holidays, as
with his eyes closed during needed, to ensure resident needs
observation in the late morning prior are met.
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to lunch while other residents were
involved in activities. Observations Th; Cthafrg”e Nurse is
. responsible 1o Tollow-up on
on 2/19 at 11:00 a.m. ar_]d 2/2_0/1 3 at consultation orders as needed.
2:45 p.m., found the resident in the
dayroom sitting in a chair with his The Interdisciplinary Team
eyes closed reviews Physician Orders and the 24
) Hour Report, to ensure pertinent orders
are referred to the appropriate
Review of Resident #61's February depiﬂm:nt& The Ofiers ffsm the
. . .. . i t t
2013 Medication Administration jestend are fevewec on menex’
business day. The manager on duty is
Record (MAR) on 2/20/13 at 10:59 notified by the charge nurse of pertinent
a.m., indicated the resident's information on the weekends and
. . holidays, ded.
diagnoses, included but were not cldays, as neede
limited to, Alzheimer's with tremors, The Executive Director will
hypertension, chronic constipation, ensure the monitoring of psychoactive
menlngeoma |nsomn|a dementla medications and assurance of an
. . ’ . indication for the use of the medication
with agitation, and depression. The is being addressed through the
MAR, indicated the resident was QAA/CQI process and a plan of action
receiving Melatonin (an herbal has been developed and implemented.
supplement for sleep) 5 milligrams Non-compliance with
(mg) daily at bedtime. Interview with facility policy and procedure may
the Social Service Director on 2/22/13 result in employee re-education
at 8:55 a.m., indicated the Melatonin and/or disciplinary action.
was used to treat insomnia.
The resident's care plan updated on How the corrective action(s)
1/31/13, indicated the following will be monitored to ensure the
interventions for Insomnia; pain deficient practice will not recur,
management, reposition, and "‘:; V::;t‘::r:;:y aust‘c’i::i"cl‘:ce )
encourage resident to be awake in prog P place:
day.
Further interview with the Social The CQl tools
Service Director, indicated the facility sthy:\zgm';’sa'\g:;aeﬁm:gtéare
had just began anew system in the Plan and Unnecessary
past month in reassessing for the Medications” will be utilized by the
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need of medications. The Social Interdisciplinary team weekly
Service Director presented Behavior times four, monthly times three
Flow sheets and indicated monthly and quarterly thereafter for at
least six months to ensure

review meetings were starting, but compliance with assessment and
there was no evidence there had documentation procedures.
been ongoing reassessment of the
resident's use of Melatonin. The _ The CQI committee

. . . L reviews the audits monthly and
Social Service Director indicated the action plans are developed as the
resident "had no insomnia last month threshold of 95% is not met to
or this month." The Social Service ensure continual compliance.
Director indicated no meeting with the Non-compliance with facility
physician had yet occurred to policy and procedure may result

. in employee re-education and/or
reassess the resident's need for the disciplinary action.
medication.
5. The record for Resident #131 was S
reviewed on 2/22/13 at 3:27 p.m. The - de;gife"?‘r’;'sv;oﬁ'sﬁfg’t;°r
Minimum Data Set (MDS) monitor for compliance.
assessment dated 12/18/12, indicated
the resident was diagnosed with "mild
depression” with no behaviors and .
had a BIMS (Brief Interview for ;’;’1";9"3""9 Date: March 24,
Mental Status) score of 13. Review of
the February 2013 Physician orders
summary (POS), indicated diagnoses
including, but not limited to, Chronic
Obstructive Pulmonary Disease,
Ataxia, Bladder Cancer, Dementia,
Altered Mental state, Falls, acute
renal Failure, Epilepsy, Dementia with
Delusions, Anxiety, Mild
Encephalopathy and Insomnia. The
POS indicated the resident was
prescribed Trazadone (an
anti-depressant) 50 milligrams (mg) 1
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hour before bedtime, Namenda (a
medication to treat Alzheimer's) 5 mg
twice daily, Diazepam (an anti-anxiety
medication) 5 mg twice daily, and
Paroxetine (an antidepressant
medication) 20 mg in the morning and
10 mg in the evening.

A 2/15/13 Physician's progress note,
indicated the resident had also been
receiving Remeron (an
anti-depressant) but it was
discontinued because the resident
"states that he feels too sedated
(since starting Remeron)."

Review of the resident's 1/22/13 Care
Plan, indicated the resident was
admitted on 12/18/12. The resident's
Care Plan included interventions for
"the behavior of delusions of money
taken and verbal aggression to staff"
which were initiated on 1/8/13.
However, the January 2013 and
February 2013 Behavior Tracking
Flow Sheets, indicated those
behaviors had not been exhibited
since the care plan was initiated.
There was no indication in the
resident's record indicating an
assessment had been completed to
determine a need for the medications.
Further, the resident's record did not
contain a Care Plan for depression
nor justification as to why the
medications used to treat depression
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were required.
Interview with the Social Service
Director on 2/22/13 at 8:55 a.m.,
indicated there was no care plan
written for symptoms of depression
and she indicated she would need to
find out why the resident was on
medications used to treat depression.
3.1-52(b)(2)
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R0241

410 IAC 16.2-5-4(e)(1)

Health Services - Offense

(e) The administration of medications and
the provision of residential nursing care shall
be as ordered by the resident ' s physician
and shall be supervised by a licensed nurse
on the premises or on call as follows:

(1) Medication shall be administered by
licensed nursing personnel or qualified
medication aides.

Based on record review and
interview, the facility failed to ensure
Physician prescribed medications
were administered as ordered for 1 of
6 sampled residents related to insulin
administration. This had the potential
to affect the five insulin dependent
diabetics who resided on Assisted
Living. (Resident #5)

Findings include:

The record for Resident #5 was
reviewed on 2/22/13 at 1:20 p.m. The
resident's diagnoses included, but
were not limited to, diabetes mellitus,
hypertension, obesity, stage Il
chronic kidney disease, and coronary
artery disease.

Review of the Physician Order
Statement (POS) for January 2013,
indicated the resident was to have her
blood sugar checked three times a
day before meals. She was to
receive Novolog (insulin, medication
used to treat high blood sugars)

R0241

R241 Health Services

It is the practice of this provider to
ensure that physician prescribed
medications are administered as
ordered related to insulin
administration.

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practice?

Resident #5's physician
was contacted to clarify the
insulin orders.

How will you identify other
residents having the potential
to be affected by the same
deficient practice and what
corrective action will be taken?

Residents residing on

03/24/2013
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according to the following scale: Assisted Living with insulin

blood sugars 70-100, no coverage; aggﬂiﬁ?ﬁgg Z;?ee;tsegivet:wle

111-151, 1 unit; 151-200, 2 units; 2lleged deficient practiceY

201-250, 4 units; 251-300, 6 units;

301-350, 8 units; 351-400, 10 units; All residents on Assisted

and greater than 500, 12 units and Living who have insulin orders

call the physician. had their orders audited for

accuracy.

Review of the January 2013 Capillary

Blood Glucose Monitoring Tool,

indicated on 1/8/13 at 11:30 a.m., the What measures will be put into

resident's blood sugar was 411, the zLaac:g‘;szzt ;zlst:;"k': o

resident received 10 units of insulin. ensure th’;t the deficient

There was no order from the practice does not recur?

physician for any insulin coverage.

On 1/10/13 at 6:00 a.m., the

resident's blood sugar was 189. The .

resident did not receive any insulin. given b;teh':dsuggt's;,{A";r';‘;r;j‘s%issl

The resident should have received 2

units. On 1/30/13 at 4:00 p.m., the Blood Glucose monitoring

resident's blood sugar was 305. The flow sheets for Assisted Living

resident received 9 units of insulin Lzséie:(zze"‘gtro'?;:'g;gg:;s have

and she should have received 8 units Monitoring book for the BCD unit.

of insulin.

The Unit Manager or her

Review of the POS for February designee is responsible to audit

2013, indicated the resident was to this book daily.

have her blood sugar checked four Non-compliance with

times a day, before meals and at facility policy and procedure may

bedtime. She was to receive Novolog result in employee re-education

(insulin, medication used to treat high and/or disciplinary action.

blood sugars) according to the

following scale: blood sugars 70-100,

no coverage; 111-151, 1 unit; How the corrective action(s)

151-200, 2 units; 201-250, 4 units; will be monitored to ensure the
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251-300, 6 units; 301-350, 8 units; deficient practice will not recur,
351-400, 10 units; and greater than I.e., what quality assurance .
500, 12 units, and call the physician program will be put into place?
for blood sugars less than 60 or
greater than 500.
The CQlI tool titled “Insulin
Review of the February 2013 Administration Monitoring” will be
Capillary Blood Glucose Monitoring utilized by the Interdisciplinary
o ) team weekly times four, monthly
Tool, |qd|cated on 2/4/13 at 4:00 p.m., times three and quarterly
the resident's blood sugar was 228. thereafter for at least six months
The resident received 12 units of to ensure compliance with
insulin and should have received 4 assesjme”t and documentation
units of insulin. On 2/6/12 at 6:00 procedures.
a.m., the resident's blood sugar was The CQI committee
240. The resident did not receive any reviews the audits monthly and
insulin and she should have received action plans are developed as the
. . . o/ 1
4 units of insulin. On 2/8/13 at 11:30 threshold of 95% is not met to
a.m., the resident's blood sugar was ensure continual compliance.
o . ) g ) Non-compliance with facility
435. The resident received 12 units of policy and procedure may result
insulin. There was no physician's in employee re-education and/or
order for insulin to be given. On disciplinary action.
2/12/13 at 6:00 a.m. the resident's The Director of Nursing
bIooq sugar yvas ?43. The resident Services or her designee is
received no insulin and she should responsible to monitor for
have received 4 units of insulin. On compliance.
2/15/13 at 6:00 a.m., the resident's
blood sugar was 469. The resident
received 12 units of |nsuI|n.' '!'here Compliance Date: March 24,
was no order from the physician for 2013
any insulin coverage. At 4:00 p.m.,
the resident's blood sugar was 216.
The resident received no insulin and
she should have received 4 units of
insulin. The resident's blood sugar on
2/16/13 at 6:00 a.m. was 411. The
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resident received 12 units of insulin
There was no order from the
physician for any insulin coverage. On
2/19/13 at 11:00 a.m., the resident's
blood sugar was 470. The resident
received 10 units of insulin. There
was no order from the physician for
any insulin coverage. On 2/20/13 at
6:00 a.m., the resident's blood sugar
was 180. The resident did not
receive any insulin and she should
have received 2 units of insulin

Interview with the Director of Nursing
on 2/22/13 at 5:30 p.m., indicated a
call had been made to the physician
to clarify what insulin coverage the
resident should receive when her
blood sugars were between 401 and
500. There was no other information
provided.
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